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Long-Term Care Facilities

Survey Q&A

1. Q: I see that ¥156 is being cited more often in Idaho lately. What are the common issues cited
at this tag?

A: TF156 is part of the Resident Rights section of the federal regulations. It covers many areas, all
related to how a facility must notify/inform each resident at admission of a variety of information. It
has been cited in 2003 most often for failure to notify residents who are entitled to Medicaid benefits,
in writing, at the time of admission, of the items and services that are included in nursing facility
services under the State plan and for which the resident may not be charged. This would include
routine personal hygiene items. F162 provides a complete list of items for which a facility may not
charge a resident whose stay is covered by Medicare or Medicaid.

2. Q: What is required for documentation of the monthly pharmacy review for residents for
whom no potential problems were found? Can the pharmacist simply sign the MD order recap
every month? '

A: No. It is not acceptable for the pharmacist to simply sign the order recap. CMS Appendix N gives
specific guidance on this subject on page N-5. It states:

A record of drug regimen reviews must be maintained in the facility to demonsirate that
such reviews have been performed. This record may or may not be a part of the patient’s
medical record depending upon the facility’s policy. Each patient must be identified, and
documentation of one of the following circumstances must exist:

If no potential problems were found, the pharmacist reviewer must have included a
signed and dated statement to this effect in the drug regimen review record.
(emphasis added)

3. Q. Our facility staff are pushed for time in the morning to get all the residents up and ready
for breakfast. Is there a problem with the night shift getting residents dressed early?

A: Yes, this is a problem. The practice of awakening residents early in the moming, when it has not
been appropriately care-planned (see below), is a violation. This practice violates the resident’s right
to choose schedules (F242) for residents who can indicate a preference. For residents who are not
cognitively capable of indicating a choice for a get-up time, it is a violation of the right to dignity
(F241).

Some of the practices that have been observed and cited include:

1. Night shift dresses the resident on last rounds (4-5 am) then returns the resident to bed
to continue sleeping in his/her clothes.
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2. Staff awaken the resident hours before breakfast, prepare him/her for the day and then
place the resident in a chair where the resident sleeps until breakfast.

F242 guarantees residents the right to choose schedules. Many facilities have adopted a
flexible breakfast schedule that allows residents to sleep as late as they choose and get
breakfast when they awaken. This is a preferred method of avoiding the early moming
rush.

Facilities are cautioned to care plan early rising for a resident only when there is
supporting evidence that this is indeed the resident’s preference. Further, even those who
routinely want to get up very early have the option of sleeping later some days.

4. Q: I was wondering if the survey teams will be familiar with the new Beer’s list drug criteria
and enforcing it during this year’s survey process. Could you divulge this information to me?

A: We have not received any guidance from CMS regarding a change in the Beer’s list or any
enforcement changes relating to drug use. If we do receive such direction, we will pass the
information on to the industry.

5. Q: What’s the latest with side rails?

A: CMS Region X reviewers have provided feedback to the survey agency that we have not properly
enforced the federal guidelines regarding side rail use. Region X surveyors provided written
clarification, which you will find below. This guidance succinctly summarizes the federal
requirements for side rail use. Facilities are encouraged to review all this information carefully as
you will see a change in survey expectations for side raii use.

Regional Office Surveyor Consensus Related to Side Rails
1.If side rails are in use, they are to be considered a restraint or a device.

2.If facility has done no assessment or incomplete assessment and any side rails are in use, cite under
assessment tag appropriate to assessment time frame.

3.If there is a potential or actual negative outcome and the side rails are a restraint, cite under 221.

4.1f there is a potential or actual negative outcome and the side rails are not a restraint, cite under
F323 or F324.

5. Residents must be fully informed of the risks and benefits related to use of side rails. No written
consent is required. If the facility has failed to fully inform resident of risks and benefits, cite under
F154.

Further, any side rails that are used by the resident for positioning will no longer be considered
automatically as ‘not a restraint.” The RAI manual states on page 3-201

“It is possible for a device to improve the resident’s mobility and also have the effect of restraining
the individual. If the side rail has the effect of restraining the resident and meets the definition of
a physical restraint for the individual, the facility is responsible to assess the appropriateness of
that restraint.”
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Any side rail use that meets the definition of restraint for the particular resident must meet all the
requirements for proper restraint use, i.e., documented need for the restraint due to a medical
symptom (lack of safety awareness due to dementia is not acceptable in itself), attempts at less
restrictive measures tried first and found inadequate, routine attempts at reduction as
appropriate. Refer to F221, Guidance to Surveyors, for more detailed information.

Also, in situations where the resident requested side rails, and the side rails constitute restraint, the
facility must still ensure that all the requirements for proper restraint use are met. (See RAI Manual
page 3-200)

For residents who have no voluntary movement, the facility needs to determine if there is any
appropriate use of side rails. (See RAI Manual page 3-202)

6. Q. My facility received an “A” level tag. On the state licensure survey report, there is a state
licensure deficiency that refers to the federal “A” tag. I know I don’t have to write a Plan of
Correction for the federal “A” tag, but do I have to write a Plan of Correction on the state
licensure form for the state tag that refers to the “A?”

A: No. You do not need to write a Plan of Correction for a state licensure deficiency that refers to a
federal “A” deficiency.

7. Q. Can my facility utilize the staff from the attached Assisted Living when the Assisted
Living work is slow?

A. No. Separately licensed facilities/entities cannot share staff back and forth, even if the facilities
are attached. There is a specific state licensure rule indicating that staff of the SNF shall not
have responsibilities that would take them away from the SNF residents. (IDAPA
16.03.02.303) The SNF must mainfain its staff separate from any attached Assisted Living
facility or acute care hospital. For example, the RN on duty at the attached hospital cannot be
counted as the RN for the SNF for the same shift. Similarly, a CNA cannot be assigned to care
for three residents of the SNF and three patients in the attached hospital on the same shift, even
if the rooms are all in close proximity

The state licensure rules specifically allow two exceptions to the ‘no sharing staff’ rule. Thatis, a
SNF may share administrator and director of nursing with an attached hospital, so long as the
administrator is a icensed nursing home administrator in Idaho. (IDAPA 16.03.02.100.02 and
16.03.02.200.02.¢)

8. Q. Can you give us an update on side rail issues?
A. 1. One problem that surveyors have identified is that many facilities show a written side rail
assessment that states the side rail is not a restraint for that resident, yet the facility has coded
the side rail as a restraint on the MDS, at Section P4. The RAI Manual specifically indicates

on page 3-198 ‘to code only those devices categorized in section P4 that have the effect of
restraining the resident.’

If you are coding side rails incorrectly at section P4, you will be cited F272 or F278, as appropriate.

2. Another frequent problem we are finding relates to the use of special pressure-reducing
beds/mattresses. If the facility uses one of these, the facility needs to get the manufacturer’s
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recommendations regarding side rail use. Include those recommendations in your side rail
assessment. The facility must follow the manufacturer’s recommendations. If side rails are used
because of the bed manufacturer’s recommendations, the side rails still must be assessed and a
determination made as to whether the side rails are a restraint for that resident.

For residents on special air beds whose manufacturer recommends the use of full side rails which
then constitute restraint for the resident;

a. The medical symptom requiring the restraint is the same medical symptom that requires the special

bed.

b. Do not attempt to reduce the side rail usage as long as that bed is in use.

3. Short side rails are generally preferable to longer ones. Short side rails are less restrictive, (allow
more freedom of movement), are more age-appropriate (doesn’t look like a crib with bars), and
provide less opportunity for accidental entrapment. Short side rails, even very short ones (i.e., 4
inches long), still must have an assessment that shows whether that side rail restrains that resident,
weighs the risks vs. benefits, and indicates somehow that informed consent has been given for the use

of the rail.

4. Points to remember when assessing side rails:

a.

b.

It is not a restraint if the resident can lower it themselves.

It is a restraint if it keeps the resident in bed. If the resident would have to climb over
the side rail or the foot of the bed to get out, the side rail is a restraint. If the resident
actually does climb over the side rail or the foot of the bed to get out, the side rails are
also a hazard and must not be used for that resident. Side rails that constitute a hazard
for the resident will be cited at F323.

It is not a restraint if the resident can go around the side rail to get up.

If the resident is immobile (has no voluntary movement) and could not get out of bed no
matter how hard he/she tried, the side rail is not a restraint. However, side rail usage in
this case is most probably inappropriate, as the resident cannot use the rail for
positioning. The side rail in this case is an entrapment risk and will be cited as a hazard
unless the facility can show in its assessment how that side rail is needed to assist the
resident to maintain his/her highest practicable well-being.
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